e

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63=045724
OEPARTMENT OF PUBLIC HEALTHM AND WELFA ﬂ

. . lm_s . , STATE FILE MUMBER
PO NOT WRITE AMENDED Registration Disrrict Ne, ___.._3 L8__?rlmary Regivtration Dprigy N e o ——_Regisirars No. ____L:_L_i,?,s_

S
ON THIS STUS =T oY 221963 :
b [PhCE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [|f institution: Reridence befors

s. COUNTY a. STATE MO b. COUNTY sdmission}
L]

V5 300
Rev. 4/59

b. CCI)'; (If outside corporate iimits, giva TOWNSHIP only) Length of stay in b c. cOlLY Inside Limits
rowy  ST. LOUIS, MISSOURI "~ 1 day rawn St Lguis Yes @ No [

¢, FULL NAME OF al. Inside Limita d. STREET {I¥ cutside, give locatian) Reside an Farm
HOSP
|Ns‘[|'='ue|l|I0N é;&%ﬁﬁg ﬁﬁgﬁhu Ye‘P No [ ADDRES§ 304 N . Skinker Yer 0 Neo ﬁ

3. NAME OF DECEASED Fitst Middle Lasr 4, DATE Month Dey Yaar

[Type of print) OF
THOMAS - LII.BURN DEATH November 11 1963
5. SEX 4. COLOR OR RACE 7. Married ] MNever Married [ |8. DATE OF BIRTH | 9 AGE (last birthday} | IF UNDER T YEAR _IF UNDER 24 HR

Malie White Widowed (] Divorced [] 9-1?-02 61 Months | Days l Hours Min.

104, USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City irf -r.u. or coumry) 12, CIIZEN OF WRAT COUNTRY
during: most of working life, aven if retired) . . r -
Mo chinist Me Donnell Aire xglft Marlin, Cowu%yaﬁown Ba5.A,
13a. F ENAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Thomas Lilburn not known never married
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NOQ. | 17. INFORMANT Address —_—
(Yas, na, ar unﬁrgwnll {\f yes, give war or dates Clarence E . Lilburn-9033 Rosemary

18. CALSE OF DEATM [Enter only one tawse INTERVAL BETWEEN
PART {. DEATH WAS CAUSED BY: QNSET AND DEATH

IMMEDIATE caust (o oubarachpnold hemorrhage due to intracerebral 20 hr.
aneurysm

DATE AMENDED

\

DOCUMENT

Conditions, if any, DUE TO {b)
which gave rise to

sbove cause [a),
stating the undar- 3 d X
lying causa last. DUE TO (¢) .

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but nol rehled to the terminal PART 11). If decosted was female was
disease condition given in PART I {a) there s pragnancy in |as 90 days,

ID Yo I O No I O Unknown

9. WAS AUTOPST | 20a. ACCIDENT _ SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of infury in PART | or PART 1l of item 18.)
PERFORMED? O a u] .o
YES FXNO O

Joc. 1IME OF  Houl Month, Day, Year |
INJURY a.m.
P,

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDLICAL CERTIFICATION

20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or sbout heme, | 20§ CITY, TIOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK (J

/
11, | attended the deceased from /il'26"60 1o._ll[JlL63—znd fasr saﬂ?ncnlive on 1-1/11/63

Death ar.:urred at. on the dasta steted above, and to the best of my knowledge, fram the cautes atated.

O W m‘m " 570", MDipARNES HOSPITAL Ti/11/63

230, BURIAL, CREMATION, | 33b. DATE 23¢. NAMEAF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} {S1ate)
REMOVAL (Specify)

Lremation 11-13-63 Hillcrest Abbey St., louis, Mo.

24. FUNERAL DIRECTOR ADDRESS 25. DATﬁllﬁtﬁ. ay IECAL REG'.-\ 26£STRA SIG TLLRF .
Hof fmeister Colonial Mortuary-6464 Chippewa 12 1963 44)' M_ll._

E aO ! C . (Licensed Embalmer‘s Statement on Reverse Side} )

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

8Y AFFIDAVIT OF

ITEM NO.




T S
STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working  under my personal supervision.
L)

Student

Signatyre of Student! Embalmar

Licensed Embalmer No 5/ 7 é%
_— _ r, P.O. Address _‘1/7" Zn PR, /Zs’

-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWRITING. (Fatlure to comply
with the above constitutes grounds for revocation of license).

If embalmed:-by a STUDENT, he also shall sign in his QWN handwriting. %

If this’ body is not embalmed, fact should be so stated above.

ol

.\




